A polarity of powerful implications is evoked by the juxtaposition of the word 'holding' and 'therapy'. It is not difficult to imagine the rich texture of associative significance which would emerge if staff members from, say, the Tavistock Clinic and a hospital wing in a penal institution were 'asked' to compare notes. The offender is 'held' on remand, during a prison sentence or under a hospital order. The psychotherapy patient is 'held within a relationship'. And this leads us to Modell's' paper entitled:
'The Holding Environment' and the Therapeutic Action of Psychoanalysis. He discusses the generically important issue of the way in which the therapeutic alliance can 'hold' a patient. It is at once selfevident that a patient referred for psychotherapy within the 'holding setting' of a secure hospital, such as Broadmoor, evokes a particularly acute integration of both connotations. Such as patient is held within both a relationship and a secure perimeter. But, if psychotherapy is to exert any stabilizing or mutative influence upon his inner world, he needs to be affectively accessible to the impact of being held within a relationship. Dynamic holding must therefore avoid being, on the one hand, too restricting to allow change or, on the other, too lax to induce support. I intend to approach this theme by concentrating upon the twin dimensions of 'time' and 'holding'. This is because the experience of being 'held while doing time' embraces both the importance of therapy conducted within a custodial setting, as well as that aspect of holding which is an essential part of every psychotherapeutic relationship.
The difficulty of endeavouring to tackle so broad a theme in such narrow confines is that it is easy to ignore crucial variables which should not be ignored. -It therefore seems appropriate to fumish the reader with an 'outline' of this presentation; this had been requested so that my fellow members in the symposium would know of the general tenure of the material, and was as follows:
After a brief overview of the role of the psychotherapist in a custodial setting, certain features will be highlighted:
(1) Though dynamic psychotherapy always has a 'holding function', there is additional specificity and significance when therapy is conducted within a secure perimeter.
(2) Holding is equally important in supportive psychotherapy with the disturbed psychotic, and confrontational psychotherapy with the disturbing psychopath.
(3) The quality of 'holding' varies according to the conditions under which the patient is held. He may be detained 'without limit of time' on a hospital order. He may have a custodial sentence ending at an 'earliest date of release' (EDR).
(4) The 'holding' aspect of staff support, and its balance with patient support, in a 'without limit of time' context will be explored. (5) A brief excursion will be made into the distinction between the metaphorical aspect of holding, which is usually implied in psychotherapeutic discussions of this theme, and the literal significance of physical contact with the disturbed patient. Each is important. And each may be defective without its counterpart. Theoretically, the presentation will centre upon the way a patient with a borderline personality structure may simultaneously call for different kinds of holding. These are all context-dependent.
Irrespective of the formal diagnostic category of the patient, the nature of his offence and whether or not he is a candidate for interpretive or supportive psychotherapy, one of the therapist's prime concerns is to understand the patient's 'perspectival world'. This is a term originally coined by the philosopher Husserl. It is clearly of direct clinical relevance in view of its central position in our understanding of the induction of empathy. And, in my view, empathy is a sine qua non of every psychotherapeutic encounter. This is because 'the aim of every moment of every session is to put the patient in touch with as much of his true feelings as he can bear'2; and the appreciation of how much a patient can bear depends, at root, upon empathy. The patient held in a custodial setting still needs to be emotionally held while he faces his own music. And when the music which he needs to face may include the committing of 'basic crimes', during which his self-esteem may fluctuate wildly, we also know that it is often not merely a metaphor when it is claimed that a patient is held in life. The crucial Journal of the Royal Society of Medicine Volume 79 March 1986 163 variable which pervades this entire discussion is the distinction between the awareness of an approaching EDR in a prison sentence, and the elusive, provocative, tantalizing, but sometimes merciful, awareness of the holding 'without limit of time' under a hospital order.
Time is a dimension inextricably involved with holding in both a literal and a metaphorical sensethe former including the custodial holding of a secure perimeter and, maybe, the soothing holding of personal contact or the holding of restraint in moments of volcanic crisis. A recent book by Melges3, Time and the Inner Future, throws light on this theme from a new angle. Although Melges is not writing from a specialized forensic viewpoint, his material is pertinent and should be on every reading list.
Bion's4 work on the containing function of psychotherapy and Winnicott's5 work on the holding aspects of psychotherapy are key theoretical concepts; but they are given fresh significance in this arena of debate. And the recent surge of interest in patients with borderline personality organization, whose primordial terror swings between the fear of being engulfed and the fear of being abandoned6, poses sharp and difficult questions of therapeutic management. When such patients are also offenders, calling for both the literal and the metaphorical holding aspects oftherapy in a holding environment, they pose perhaps the greatest therapeutic challenge of all.
It is ten years since I presented a paper entitled 'Group psychotherapy in a secure setting' to this Society7. And one sentence which appeared in italics then should, I suggest, appear in even larger italics now! 'It is impossible to consider group psychotherapy as an isolated therapeutic exercise. ' The experience of conducting individual and group psychotherapy in a secure setting for 15 years points very clearly towards certain conclusions.
It is impossible to isolate the effects of formal psychotherapy sessions from the broad stream of life within the hospital as a whole. There are so many contingent happenings which impinge upon the wellbeing and self-esteem of a patient, that it is highly unlikely that psychotherapy per se could claim 'success' or be blamed for 'failure'. I am thinking of such day-to-day events as the success in passing an exam or scoring a goal in football; the death of a relative and the attendant impossibility of being present at the funeral; the establishment of some new friendship or the mere passage of time. Maturation and enhanced stability, and the realization that 'without limit of time' may mean a very long time, all contribute to dynamic change within the patient.
Part of the holding function of psychotherapy is linked to the task of keeping hope alive. And, as I have discussed elsewhere8, hope carries the connotation of expectation. This, in turn, leads to a yet more important philosophical question about the nature of hope in the indeterminacy of relationships which have not been chosen and yet cannot be readily relinquished. I am of course referring to the major topic of staff-patient relationships.
The informed public is always interested in the theme of psychotherapy in relation to the mentally disordered offender-patient. Put simply, the question takes this form: 'Does psychotherapy work?' The usual burden of this question is an enquiry about whether patients can safely be transferred or discharged from a holding environmentwhen 'safely' means that there is a negligible risk of reoffending. This, by any standards, is an important issue which is, and should be, questioned repeatedly. Nevertheless, there is a related question which is asked less often, but to-those working within the field it is one of equal importance: that is, whether psychotherapy 'works' for the patient who, for one reason or another, cannot leave the shelter of a holding environment. Such a patient population poses immense and complex challenges which centre upon the quality of life within the hospital. It is within this 'inner -world' of the hospital itself that a psychotherapist may, in the long run, assume his most important role. This function could be described as a defusing operation, in relation to the numerous domestic sources of frustration which are obviously attracted by the fact of being held when there is no imminent prospect of release. The interaction between the inner world of the patient and the inner world of the hospital as a whole is a constantly fluctuating interface.
The researcher, the academic and the therapist who claim that it is possible to undertake 'uncontaminated', analytically orientated psychotherapy in a custodial setting will probably find these reflections frustrating and may regard them as 'philosophical waffle'. Nevertheless, working at the clinical 'coal-face' I am increasingly aware that this indefinable, enigmatic aspect of the psychotherapist's place in the life of the hospital becomes more, rather than less, significant.
Staff support
Menzies' seminal paper9, in which she discusses the functioning of social systems as a defence against anxiety, has a direct bearing on the issue under discussion. Without a matrix of staff supportif the staff themselves are not 'held' -they will deny that they need holding, so that dissociation and distancing may ensue. Enabling the holders to allow themselves to be held is an essential part of all initiatives in the direction of staff support. This support may take place in many venues.
It may be an intrinsic part of staff relationships within a given discipline. On the other hand, it often crosses interdisciplinary boundaries and it may fall to the psychotherapist to legitimate such boundary phenomena. Winnicott5 was referring to the infant when he wrote 'a slight failure of holding... brings ... a sensation of infinite falling'. And, in my view, this language is not too strong to describe the potential experience of the professional whose task it is to receive the projections of the violent offender-patient. Without ensured support he, too, may experience a 'slight failure of holding'.
Pedder's'0 discussion of 'Attachment and New Beginning' is apposite, because the 'recognizer' of the regressed patient also needs to be recognized.
Scala integrata
The patient who is adequately emotionally held within a custodial setting, makes an arduous journey through the many phases of holding. These constitute the developmental nature of transference interpretation and resolution. This pilgrimage towards self-acceptance takes place as the patient's defences are gradually relinquished, and the process can be described as a scala integrata. The psychopath and the patient who is mentally ill do not make the same journey, but its phasic sequential nature is the same. Depending upon his prevailing defences, the offender-patient may 'join it' at any point in its trajectory. (But one patient even refused to deny that he had committed an offence, because to discuss it would contaminate him.)
Reflecting upon the various stages through which the capacity to appropriate her own experience and her responsibility for killing had passed, a patient said 'I was afraid to know about myself'. The abyss of awareness initially seemed almost uncrossable, with 'I don't know what you're talking about' on one side and 'I murdered a 65-year-old woman' on the other. This could only be bridged by a patient who was held in both a custodial setting and a psychotherapeutic relationship, so that she could gradually come to terms with what she had done. The scala integrata for this homicidal psychotic is evident in the following disclosure sequence: I don't know what you're talking about Ididn't do it I did it, but I was mentally ill at the time Even though I was mentally ill, I did it I did it I murdered a 65-year-old woman At the end of therapy, just before she left the hospital, she was able to say 'I was afraid to know about myself'. But it was only after years of psychotherapy that the word 'was' could legitimately be put in italics.
Finally, two patients who had been in psychotherapy for several years each indicated different aspects of the holding nature of psychotherapy conducted in a holding environment. One said 'I can look back further now', by which he meant that the repression barrier had been lifted so that he could face material which had originally been banished from the possibility of recall. The other patient said 'I can look further ahead now', by which he meant that his panic attacks had receded so that he could plan for the future without undue anxiety.
In this paper I have attempted to illuminate some of the reciprocal aspects of custodial and therapeutic holding.
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